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Abstract
Advance care planning (ACP) is an importance process of reflection and communication
regarding one’s preferences for future health care (Hagen et al., 2015). Findings from research
indicate that advance care planning supports patient autonomy, improves quality of end-of-life,
and increases patient and provider satisfaction (Bischoff at al., 2013; Brinkman-Stoppelenburg et
al., 2014). To promote advance care planning discussion, the Centers for Medicare and Medicare
Services (2016) made a decision to compensate health care providers for face-to-face
conversations regarding future treatment associated with serious illness, offering two new current
procedural terminology billing codes for ACP. The Plan-Do-Study-Act model (AHRQ, 2018)
was used to guide a multi-faceted implementation strategy, incorporating uncovering provider
barriers, providing education, and clinical support tools to electronic health record optimization
to promote quality documentation advance care planning services provided within a home based
primary care (HBPC) program. This quality improvement project was developed following a
prior doctoral project (development of a standardized protocol for ACP) which now exists at the
practice (McCloskey, 2018). Provider documentation notes (n=72) were audited over a threemonth period post implementation to assess the protocol and the efficacy of the changes made to
the current process for ACP. An overall audit of all patient’s ACP documents (n=580) revealed a
statistically significant (p=<0.0001) positive change in the number of patients with valid durable
power of attorney for health care (DPOAH) on file, as compared to the audit in 2018. Provider
ACP notes were also audited over a three-month period to determine eligibility for ACP billing
codes. These ACP notes represent 72 face-to-face encounters, a significant opportunity (108
RVUs, or $5,871) to highlight productivity and reimbursement.
Keywords: ‘home based primary care’, ‘advance care planning’, ‘advance care planning codes’,
‘outpatient’, ‘billing and coding’, ‘Medicare’, ‘outcomes’
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Improving Advance Care Planning Documentation
in a Home Based Primary Care Program
Understanding the goals of a patient in the setting of a serious illness is an essential
component of providing high-quality care to patients nearing end of life (Bernacki & Block,
2014). Many patients nearing the end of life are unable to make decisions regarding their wishes
for health care (Silverira et al., 2010). The Institute of Medicine reports, an estimated 45%-70%
of older adults nearing end of life are unable of communicating their treatment preference
(Institute of Medicine [IOM], 2015). This emphasizes the importance of ensuring the goals and
wishes of patients are known and aligned with the care they receive. This process can best be
facilitated by conveying treatment preferences to a health care provider through advance care
planning (ACP).
While providing ACP services to patients is a well-established practice of delivering
quality care (Ahluwalia, 2015), only 37% of Americans have completed an advanced directive of
any kind (Yadav, Gabler, Cooney, Kent, Kim, & Herbst et al., 2017). Therefore, older adults
who are suffering from complex health conditions often receive health care treatments that do
not align with their wishes (Institute of Medicine, 2015). In a 2010 study, 68% of patients who
participated in ACP received care that was consistent with their end of life wishes (Mack,
Weeks, Wright, Block, & Prigerson, 2010). Patients who participate in ACP choose maximizing
independence and quality of life versus living longer, which can significantly reduce health care
costs and unwanted health care treatments (IOM, 2015). This evidence strongly supports the
organization’s mission to promote and facilitate ACP services within a home based primary care
program (HBPC). While recent efforts to encourage ACP have evolved, a new approach to
promote ACP conversations is now focused on reimbursement.
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On January 1, 2016, the Centers for Medicaid and Medicare Services (CMS) approved
two current procedural terminology (CPT) billing codes to motivate providers to initiate advance
care planning conversations with their patients (Medicare Learning Network, 2016) (Appendix
A). Allowing reimbursement for ACP services has numerous benefits, including, greater revenue
capture for visits targeting ACP, streamlining documentation (differentiating the ACP narrative
from the standard evaluation and management documentation), more accurately describing
services delivered through billing data (Rogers, n.d.), encouraging provision of ACP services,
tracking the use of these services and the impact on patient outcomes (American Academy of
Family Physicians [AAFP], 2015), and highlighting provider productivity.
In order to receive proper reimbursement for ACP services, CMS requires specific
documentation criteria to be present in the medical record. Criteria for reimbursement includes
voluntary consent from patient and start/stop times of conversation (Medicare Learning Network,
2016). As part of a prior doctoral project to standardize documentation for ACP services, a
protocol was developed to support providers at HBPC on the necessary components of CMS
documentation requirements (Appendix B). However, regardless of education and resources
provided, a lack of compliance related to standardized ACP documentation remains evident in
the practice.
Setting for Scholarly Project
The organizational site for this proposed scholarly project is a home based primary care
(HBPC) program developed by a large Midwestern healthcare organization. Home based primary
care is an evidence based model of care delivery for the nation’s sickest and frailest of patients
(Totten, White-Chu, Wasson, Morgan, Kansagara, Davis-Oreilly, & Goodlin, 2016). The mission
of HBPC is to provide quality care to patients in their homes. Patients are enrolled in the
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program through referral from the health system’s insurance company as they have been deemed
high utilizers of hospital and emergency services. The vast majority of patients referred into
HBPC programs are elderly individuals suffering from chronic health conditions. The evidence
supports HBPC programs as they have shown to improve the health care outcomes of
participants, in addition to increasing patient and family member satisfaction (AHRQ, 2016).
In order to promote quality end-of-life care, the providers are urged to speak with each
new patient about their priorities for end-of-life treatment within 30 days of enrollment. All
providers at the organization receive evidence-based educational training on an advance care
planning using the Respecting Choices© (2015), which is a recommended framework by the
Institute of Medicine (IOM). This model for advance care planning has evidence to support an
increase in advance directive completion rates (Hammes, Rooney, & Gundrum, 2010).
Leadership teams at the HBPC setting recognized the changes in payment for advance
care planning services as a huge opportunity to capture reimbursement from CMS (Medicare
Learning Network, 2016). As advance care planning is a major aspect of patient care delivery at
this HBPC program, and therefore the leadership team embarked on a quality improvement
project to optimize the process for reimbursement of ACP services. To guide providers toward
utilizing appropriate CPT coding and associated documentation, a standardized advance care
planning protocol was implemented by a prior Doctor of Nursing Practice (DNP) student.
On January 15, 2018, a prior DNP student provided an educational session to staff
(n=14) to increase knowledge on documentation of ACP services. After the session, staff
knowledge increased by 36%. However, documentation meeting requirements for reimbursement
by CMS (2016) did not significantly improve following the educational session (McCloskey,
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2018). This evidence supports the need for structural and process changes needed improve the
process for advance care plan of advance care planning within the organization.
Problem Statement
The effort to improve ACP documentation has begun. Providers at HBPC are currently
well engaged in ACP discussions with patients. However, a chart audited generated in the
electron health record (EHR) from September 2018 revealed the documentation for ACP
discussions is not standardized. This lack of standardization in documentation contributes to
losing the ability to capture reimbursement through CMS billing codes. Of all newly enrolled
patients in July, August, and September 2018, zero documentation notes met requirements for
ACP billing codes.
The goal of this doctoral project was to address the barriers to ACP documentation and
improve the structure and process of the current state of documentation and reimbursement for
ACP services. The following clinical questions were addressed: 1) what are the perceived
barriers to the facilitation of ACP documentation that meets requirements for Centers for
Medicaid and Medicare Services reimbursement? 2) Does improving the structure and processes
for documentation of advance care planning services lead to an increase in the number of ACP
documentation notes that meet requirements for potential reimbursement? 3) Does tracking and
disseminating provider productivity motivate providers to meet documentation requirements for
advance care planning discussions?
Assessment of the Organization
Framework for Organizational Assessment
The Burke-Litwin (1992) model outlines variables that can bring about changes that will
affect the overall performance and success of the change. Burke and Litwin (1992) was used to
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provide a framework of transformational and transactional components (Appendix C).
Assessment of the organization revealed that leadership teams are active in the promotion of
quality improvement and aligning patient care with patient priorities. Continuous quality
improvement related to advance care planning billing is a priority of key stakeholders.
Leadership teams at HBPC recognized the newly approved reimbursement system by
CMS as an opportunity to promote ACP, better capture quality work, and begin tracking of ACP
outcomes. Due to HBPC’s unique financial model, reimbursement will not directly impact the
program. While CPT codes for ACP services are now a billable service through the
organization’s insurance company, HBPC has a capitation agreement plan with the insurer. Each
HBPC member is allotted a fixed amount of funding per month. Therefore, the increased
reimbursement will not directly impact HBPC at this current time. However, if HBPC can
demonstrate the reimbursement potential for ACP services, the documentation practices using
the structured ACP template will be expanded to other clinical areas, to include additional payers
who utilize more traditional fee-for-service models, leading to increased revenue for the
organization as a whole.
Documentation is critical in the process to capture reimbursement. A standardized
template (located in the EHR) has been created to assist providers in documenting an ACP
conversation that meets all requirements for reimbursement by CMS. After an ACP conversation
takes place, the providers are encouraged to document the conversation using the standardized
template, and the billing department will apply the billing code based on time documented in the
ACP note. The documentation can best be facilitated by utilizing the standardized ACP template
to ensure requirements for billing for ACP services are captured in the provider’s note.
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Part of the organizational assessment included observation of the practice and provider
documentation practices at HBPC. This assessment revealed that providers at the organization
typically utilize timed based CPT codes. These codes are consistently being used for face-to-face
visits. The codes are based on medical decision making, and time spent during the patient visit.
The organization decided to promote the use of two new CPT codes approved by CMS in
January of 2016. The two CPT codes (99497 & 99498) can be utilized to capture the time spent
in face-to-face discussion of ACP. This service must be supported through proper documentation
in order to submit the appropriate CPT code for the visit (Appendix A).
To understand what prevents the facilitation of ACP, providers at the organization were
surveyed in September 2018. This survey was utilized to uncover the perceived barriers to
documentation of ACP services. This assessment within a complex environment supported the
use of a Plan-Do-Study-Act to guide the practice change and measure process changes. To
address the strengths, weaknesses, opportunities and threats (SWOT), an analysis of the
organization was conducted next (Appendix D).
SWOT Analysis
Strengths
Current strengths to support the change in documentation for ACP services are numerous.
The organization is well-established and has been in place for six years. It is part of a large,
healthcare system with vast resources including talented departments (revenue cycle,
billing/coding, information technology, finance). The HBPC program is continually experiencing
growth. At the time of the assessment, there were 580 participants enrolled, which has increased
by 150 patients in the last year. The next strength noted is the current level of capacity for
change. The team at HBPC is appropriately equipped to meet the needs of the patient population.
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There is collaboration among physicians, nurse practitioners, physician assistants, and social
workers to complete the process of ACP. This strength serves as a major contributing factor as
providers have the capacity to complete ACP discussions at each visit to meet the needs of the
patient and make the changes to meet standardize documentation. The organizational leaders
point out the capacity for change among providers has significantly improved with the addition
of nurse practitioners and physician assistants.
Weaknesses
The current lack of utilization of the standardized ACP note template for documentation
serves as a weakness which ultimately equates to the lack of capturing ACP services that are
potentially reimbursable. The current payment model HBPC also serves as a weakness. Due to
the current capitation agreement with the insurance provider, the reimbursable services will not
produce increased revenue for the organization at this time. These factors highlight the need to
educate providers on the importance of utilizing the standardized template for documentation of
ACP services, which will lead to potential capture of reimbursement from other payers.
Opportunities
The opportunities for improving advance care planning documentation and
reimbursement are numerous. The CPT codes for ACP discussions may be used in addition to
standard evaluation and management service codes (E/M codes), which can lead to increased
reimbursement. Coding for ACP services offers an opportunity for reimbursement of services
providers are currently delivering to patients. For the first CPT code 99497, the relative value
unit (RVU) is 1.50, with an estimated payment of $81.55 (CMS, 2018). For the second CPT
code (99498) the RVU is 1.40 (CMS, 2018), with an estimated payment of $71.02 (CMS, 2018).
Utilization of these specific codes also allows CMS (and individual healthcare organizations) to
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track ACP services to analyze the impact of these services on the outcomes of patients who
receive these services.
While the implementation of the new CPT codes has already begun in the organization,
there are opportunities through continuous process improvement to optimize the process. The
current EHR system, EPIC, allows for the facilitation and use of an area, specifically created for
the documentation of ACP services, the ACP navigator tab. The ACP Navigator, a feature of
HBPC’s EHR, is home to a space for providers to document a patients’ goals of care and
treatment. It also serves as a standard location to document ACP discussions with patients. The
data included in the structured ACP note template allows providers to capture of all essential
elements of an ACP conversation (Appendix E). This clinical support tool serves as an
opportunity to ensure documentation criteria is met by the provider. Utilization of this structured
template is imperative for success in practices that include reimbursement from additional
payers, as it allows the provider to document all essential elements of a ACP conversation.
Threats
A major threat to optimizing reimbursement are the barriers in adoption, documentation,
and potential payment for ACP services. Currently, CMS reimbursement allows payment for
ACP services, however this is subject to change, resulting in decreased reimbursement (2018). If
new legislation is introduced or changed, this could eliminate Medicare payment for ACP
services. Providers are currently utilizing free text to capture their encounter following ACP
conversation with their patient. If this practice is not changed, it could continue to serve as a
threat to capturing reimbursement for ACP services. Additional threats to this proposed
intervention include barriers to adoption associated with reimbursement requirements. The
specific documentation associated with the CPT codes for ACP services may increase the
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workload for providers and the billing staff. While all providers did receive an educational
session in July 2018 on the necessary components of documentation to meet billing
requirements, there is always the potential for documentation burden, or even lack of knowledge
related to the importance of proper documentation utilizing the ACP standard note template.
Key Stakeholders
In May of 2016, a workgroup was formally established to carry out the organizational
goals surrounding the ACP billing project. The key stakeholders are individuals that are vital to
the outcome of the project (Moran, Burson, & Conrad, 2014, p.135). Key organizational leaders
involved included the director of clinical operations at HBPC, the practice manager, medical
director, the clinical team (physicians, nurse practitioners, and physician assistants), the revenue
cycle team, clinical operational specialist, and billing/coding department. On the macro level, the
organization has the potential to be impacted by the reimbursement of ACP services. If
reimbursement for ACP services is expanded to departments, such as palliative care, utilizing
fee-for-service payment models, the reimbursement will equate to increased revenue. The
revenue cycle lead analyst, project specialist, billing/coding, and information technology (IT)
will be key players in this scholarly project. The success of this project relies on the
interprofessional collaboration with these members.
Review of the Literature
A comprehensive literature review (Appendix F) was completed to gather evidence to
support a quality improvement project aimed at improving the process for ACP and increasing
reimbursement for ACP services within a HBPC setting. The best practices and barriers to proper
delivery of ACP services was uncovered using PRISMA format (Appendix G) and disseminated.
The following questions guided the literature search: What are the barriers to providing ACP
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services in a home based primary care setting? What is the potential impact of payment for ACP
on provider billing practices?
Search Outcomes
Of the articles yielded from the data base search, five systematic reviews were included
(Brinkman-Stoppelenburg, Rietjens, van der Heide, 2014; Houben et al.,2014; Richardson, &
May, 2015 & Weathers et al.,2016; Yadavek et al., 2017), one case control study (Bond et al.,
2018), one pilot study (Chen et al., 2015), one matched cohort study (Stanhope et al., 2018), and
one randomized control trial (Detering, Hancock, Read, & Silvester, 2010). One qualitative study
was included. This study utilized semi-structured interviews to gage providers perception of
barriers to ACP (Ahluwalia, 2015). A study by authors, Tsai and Taylor (2018) assessed the
recent impact of billing for ACP. The final study included was a quantitative nonexperimental
descriptive design to investigate complexities in advance care planning (Dube, McCarron, &
Nannini (2015). This yielded a total of twelve studies included for qualitative synthesis.
Lower level of evidence, in the form of grey literature, was also explored in this literature
review. Grey literature is evidence that is not always formally published work, however, it is

considered an important resource to inform a phenomenon (Paez, 2017). One study analyzed
the potential benefits of the payment for ACP under the new Medicare policy (Sonenberg and
Sepulveda-Pacsi, 2018). In addition, government reports were included (Institute of Medicine:
Dying in America, 2015) policy statements (CMS, 2016) and fact sheets (Medicare Learning
Network, 2016) as they related to the current trends in reimbursement for ACP services.
Summary of Results
Barriers and Facilitators to Advance Care Planning. Advanced care planning is
critical in insuring patients receive care that is consistent with their goals and values, yet there
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are major barriers to operationalizing this practice. Lund, Richardson, & May (2015) conducted a
systematic review of 12 implementation studies to investigate barriers to the facilitation of ACP
services. The authors studied ACP conversations on their workability and integration in clinical
practice. After reviewing the literature, authors concluded that a successful approach to advanced
care planning should be patient centered and preferably, occurring when patient is in their own
environment (Lund, Richardson, & May 2015). Barriers to advance care planning included
competing, concurrent work demands, the emotional and interactional nature of the patientprofessional interactions around advance care planning, problems in shared decision making and
preferences within and between healthcare organizations.
Threats to ACP Code Reimbursement. There are several barriers to billing and

obtaining reimbursement for ACP services in clinical practice (Ahluwalia et al., 2015).
Advance care planning is a voluntary conversation between a patient and provider, which is the
first potential barrier. While this conversation is now eligible to submit for Medicare
reimbursement as part of the Medicare annual wellness visit, there is no current national
coverage determination policy, meaning, beneneficies may still be responsible for an out of
pocket expense (Jones et al.,2016). A patient or family’s lack of comprehension may pose a
barrier to participation in ACP, and needs to be addressed by health care providers. All patients
have the right to decline this service (CMS, 2016) as they could be subjected to a potential
deductible or coinsurance cost (CMS, 2016). For patients lacking a supplemental insurance plan
to cover Medicare’s coinsurance, a potential cost of $18 could be charged for the first 16–45
minutes of physician-led advance care planning discussions (Jones, Acevedo, Bull & Kamal,
2016). That beneficiary would also pay around $15 for up to 30 additional minutes. This policy
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outlines the importance of patient and family education surrounding the concepts of ACP
services, and what it could mean if these plans for end of life care are not communicated.
Summary of Literature. The results of this review suggest that the current evidence is in
favor of advance care planning as an effective strategy for promoting outcomes at end of life is
strong and consistent. The literature identified barriers to advance care planning which include
competing and concurrent work demands, the emotional and interactional nature of the patientprofessional interactions around advance care planning, problems in shared decision making, and
preferences within and between healthcare organizations (Lund et al., 2015).
In terms of Medicare reimbursement, it does not appear that the CMS (2016) policy has
made a direct impact during the first 90 days of the policy (Tsai & Taylor, 2016). However, this
initial assessment was conducted before the reimbursement practice had become widely known.
There is the potential for significant impact, which supports quality improvement initiatives to
expand. Advance care planning is supported in the literature to improve a number of patient
outcomes. Patients engaged in ACP services are less likely to die in a hospital, and more likely to
be enrolled in hospice (Bischoff et al., 2013).
Conceptual and Implementation Frameworks
Donabedian Conceptual Framework
A conceptual model was selected to assist in exploring the phenomenon of improving the
processes and outcomes of ACP billing and reimbursement. To further define the phenomenon,
the utilization of appropriate CPT coding and associated documentation, or current gap in
adoption of billing for ACP services, the conceptual framework by Donabedian (1988) was
utilized. The Donabedian framework addresses three main categories: structure, process, and
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outcome. All three concepts were considered during the assessment process when defining the
project variables and selecting the outcomes to evaluate.
Structure. The structural components include the factors that affect the context in which
health care is delivered (Donabedian, 1988). This includes the fundamental components of an
organization involved in providing high quality care, the facility, equipment, and staff training
(Donabedian, 1988). Structural measures, such as the use of the electronic health record for
documentation, is important to consider. A major structural change to the organization’s EHR
occurred in July 2018. The addition of the ACP navigator tab was created specifically for
documentation of ACP conversations. This clinical support tool was designed to facilitate a
standardized process for providers to include all necessary components required to meet
reimbursement requirements for ACP services. However, chart audits indicated the ACP
structured template was not consistently being utilized. This gap in practice can be closed by
standardizing the documentation for ACP services.
Process. Process measures indicated the actions taken by health care providers to
improve health (Agency for Healthcare Research and Quality). These processes contain the acts
of health care providers and the measurement of the process can be equated to the measure of the
quality of care (Donabedian, 1988). The Centers for Medicaid and Medicare Services has
published eligibility criteria necessary for reimbursement (Medicare Learning Network, 2016).
The ACP workgroup developed a standard work activity sheet that outlines requirements for
billing. The percentage of provider ACP discussion notes that meet criteria for billing would be a
process measure. While examining the phenomenon under a process lens, there were few HBPC
providers utilizing the ACP navigator template to document. In addition, provider documentation
notes were missing requirements essential for reimbursement. While the ACP note template and
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the standard work document were created to assist in meeting the documentation requirements, it
is not a process that has been adopted by the providers. These clinical support tools contributed
to a change in process, which were meant to increase the adoptability into practice.
Process also includes policies in place to support incentives to expand the adoption of
ACP billing. Currently, there is a standard work document that outlines the required steps in
documentation needed for proper reimbursement of ACP services. There is not a current policy
in place to determine when a provider must engage in ACP discussion in practice. Organizational
leaders suggest conducting ACP conversations within the first 30 days of enrollment. ACP
discussions often entail a process that occurs over multiple visits with providers. The ambiguity
of this process contributes to the lack of a structured approach by providers surrounding advance
care planning.
Considering the current state of the organization, there is a clear need for standardization
to guide the implementation of billing for ACP services. The current process for documentation
of ACP conversation varies by provider. While there is a standard work document in place to
guide the providers on the proper ways to document an ACP discussion, there are processes that
could be improved. Despite education and support tools, the providers are still unable to meet all
documentation requirements necessary to capture reimbursement for ACP services.
Outcomes. Outcomes measures reflect the impact that healthcare has on patients and
populations (Donabedian, 1988). The goal of the organization is to align patient care with patient
priorities with the end goal of providing high quality patient care. The HBPC program has
systems in place to monitor quality measures such as number of ACP conversations. These
outcome measures are not currently viewable for the clinical team regarding performance on
ACP. Giving feedback to the clinical team is an outcome measure that can be added to increase
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provider and team awareness. These aspects of the Donabedian model highlight the opportunities
for improving the structure, process, and outcomes to achieve the ultimate outcome of capturing
reimbursement for ACP services and aligning patient care with priorities of the patient.
Implementation Framework
Plan-Do-Study-Act
In addition to conceptual framework, the Plan-Do-Study-Act (PDSA) model (Appendix
H) was utilized to guide the implementation process of this project (AHRQ, 2018). The PDSA is
a useful tool for continuous improvement (plan), carrying out the intervention (do), observing
and learning from the consequences (study), and determining what modifications should be made
to the test (act). The PDSA guided the steps of implementation. In July 2018, the ACP billing
project was carried out, and can be considered the first PDSA cycle.
The doctoral project utilized both the PDSA cycle and the implementation framework
developed by Proctor et al (2009). Both were used to develop outcome measures needed to
determine the efficacy of current state of ACP at the organization. The primary outcome
measured was number of provider documentation notes that meet requirements for CMS (2016)
reimbursement. Implementation outcomes include: acceptability, adoption, appropriateness,
costs, feasibility, fidelity, penetration and sustainability (Proctor et al., 2011). The secondary
outcomes measured were percent of patients with advance directive on file, and percent of
advance directives uploaded that were complete and accurate. These measures guided the overall
ACP audit to gain a sense of the current process for ACP. The quality improvement strategies
were intended to improve patient care by increasing advance directive completion rates and
documentation of advance directives in the medical record. Proctor’s (2011) outcome measures
were applied in a doctoral project (Harpold, 2016) to evaluate advance care planning efficacy.
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The end goal of this scholarly project was to achieve optimal structure and process for ACP to
aid in increasing reimbursement of ACP services, and secondly, to evaluate the efficacy of the
current process of documentation of advance care planning conversations.
Implementation Strategies
This project utilized the plan do study act (PDSA) cycle beginning with the plan phase.
The plan phase began with an organizational assessment. Collaboration with interprofessional
team members (ACP billing specialist, clinical operations, and Information Technology via
telephone) occurred in the planning phase. Meetings were held with project specialist, billing
department, and director of operations to develop the project objectives. This planning phase also
included identification of barriers leading to gaps in documentation through survey of the
providers to investigate the perceived barriers. The perceived barriers were disseminated to the
team at the monthly operations meeting in May 2018 by the DNP student. Lack of provider
knowledge and trouble meeting documentation requirements were highlighted through the results
of survey, which informed the next steps for implementation.
The do phase included allowing providers to try out the documentation of ACP
conversations in a manner that meets requirements for billing. On July 17, 2018, the providers
were instructed to change the way they documented ACP services. They were instructed to
utilize the standardized ACP note template to capture the ACP conversations they have with
patients. To study this change, an automated chart audit was generated to gain a sense of current
ACP documentation. The chart audit from July 17, 2018 – September 1, 2018 indicated that zero
documentation notes were done in a manner that meets requirements for billing using new CPT
codes.
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The act phase included refining interventions based on what was learned from the chart
audit. First, an educational session for providers at HBPC occurred to inform the staff of the
updated changes for ACP billing. This was done through an educational session for providers at
HBPC to re-educate and inform the staff of the updated changes for ACP billing. This session
occurred on September 10, 2018, which also included an update to the standard work document.
The purpose of the educational session was to answer provider questions and relay information
related to documentation of ACP conversations in a manner that meets requirements for ACP
billing codes. This educational session was led by a registered nurse and ACP billing specialist,
both team members were a part of the organization’s ACP workgroup.
The next method was to refine and assist in the process for tracking of ACP services.
This was carried out by the development of a pareto chart, which was posted on the daily
improvement board in the room where monthly meetings take place. The purpose of this pareto
chart was to provide a process for audit and feedback for ACP documentation, which was
updated monthly by the practice manager and discussed in each monthly provider meeting. In
addition, patients deemed “high ACP priority” by any clinical member are listed on the chart to
ensure a visit is made to discuss goals of care. The designated scheduler worked with the team to
ensure these appointments were made with a provider.
The act phase of this project also included evaluation of the overall ACP documentation.
This included measuring trends in ACP documentation to understand the adaptation of provider
workflow. The DNP student audited all newly enrolled patients in November, December,
January for evidence of ACP note within the first thirty days of enrollment. In addition, all charts
of patients (n=580) enrolled in HBPC were audited to determine the current state of the overall
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ACP process. This auditing process included ensuring all forms of ACP documents were signed,
valid (dates and signatures) and indeed located in the electronic medical record.
Project Plan
Purpose of Project
The doctoral project set out to address the gap in capturing reimbursement for ACP
services at a home-based primary care program through the promotion of standard
documentation for advance care planning services. The goal was to evaluate the process of
advance care planning and apply implementation strategies to aid in continuous quality
improvement.
Type of Project
The DNP scholarly project was considered a program evaluation using the PDSA cycle
as a quality improvement process. The interventions included strategies to improve the structure
and process of provider documentation for ACP services. Improving the documentation of ACP
services to meet requirements for reimbursement was the ultimate goal. Another outcome of the
project was to demonstrate improved potential reimbursement for the organization at large.
Setting and Needed Resources
This program evaluation using quality improvement processes was conducted at a home
based primary care program within a large Midwestern healthcare system. The majority of
resources were related to time, of both DNP student and providers. At weekly and monthly
meetings, providers on the team spent time discussing the current state of ACP and changes
occurring related to billing practices. All time spent in education, discussion, auditing and
sending surveys was part of an in-kind donation. Access to the EHR at the organization was
obtained by the DNP student to audit provider ACP notes and ACP documentation notes for
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validity. The time utilized by the billing/coding department to collect and analyze data monthly
is a current process and is reflected in the project financial operating plan (appendix I).
Participants
The project included two populations: clinician population and patient population. The
staff at HBPC include physicians, nurse practitioners, physician assistants, revenue cycle analyst,
billing/coding specialist and leadership (practice manager and Director of Operations of PostAcute Services). The patient population included de-identified medical records of adult patients
enrolled in a large Midwestern healthcare system’s home based primary care program.
Objectives for Implementation of Project
1) Develop educational materials for staff regarding proper documentation for ACP face-toface discussion.
2) Collaborate with IT department and site mentor to facilitate the addition of ACP billing
measure as quality data dashboard within EHR to increase provider productivity
awareness.
3) Monthly meeting reinforcement with provider productivity feedback was presented at
provider meetings December 2018, January 2019, and February 2019.
4) Manually collected data on provider ACP conversation notes of all newly enrolled
patients in November 2018 December 2018 and January 2019
5) Manually audited charts of all patients (n=580) enrolled in HBPC to assess process for
ACP
6) Calculated RVUs are associated with the current ACP face-to-face encounters and missed
opportunities
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7) Disseminated findings to key stakeholders, including members of ACP Billing
Opportunities Workgroup on March 11, 2019
8) Defend the project at the DNP student’s university the week of April 8, 2019
9) Uploaded to final document to the university’s Scholar Works by April 25, 2019
10) Delivered ACP audit spread sheet to HBPC manager for ongoing audits to increase
sustainability on March 8, 2019
Project Evaluation Plan
The current process for ACP was evaluated based on the primary goal of the project: a
significant change in documentation following process and structure improvements. Proctor et
al., (2011) conceptual framework was applied. The DNP project was considered a quality
improvement project and program evaluation.
The first clinical question, what are the perceived barriers to the facilitation of ACP
documentation that meet requirements for Centers for Medicaid and Medicare Services
reimbursement, was evaluated based on data collected through survey results.
The second clinical question, does improving the structure and processes for
documentation of advance care planning services lead to an increase in the number of ACP
documentation notes that meet requirements for potential reimbursement, was addressed
through data collected from the through an automated report obtained by the billing/coding
department, assessing for changes in documentation consistent with requirements necessary for
ACP billing. The audit included a review of all newly enrolled patients in HBPC. The
components of ACP documentation (CMS, 2016), included: 1) patient voluntary consent; 2)
summary of conversation including start/stop time, or total minutes spent in face-to-face
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discussion. Relative value units for ACP face-to-face encounters was calculated for each CPT
code utilized and all missed opportunities.
The final clinical question, does tracking provider productivity motivate providers to
meet documentation requirements for advance care planning discussions, was initially planned
to be addressed through the addition of a data dashboard embedded in the electron health record
for providers to view. However, organizational leadership decided to implement a pareto chart
that was updated monthly to track provider performance. Provider productivity was also
reported and discussed at monthly operations meetings in December, January, & February 2019.
This initiative was implemented to better track provider performance in hopes to incentive
providers to appropriately document.
Data Analysis
Data from the first clinical question was analyzed using an online survey website through
the university and included descriptive statistics. Manual chart review auditing ACP notes was
completed on all newly enrolled patients in November, December, and January to determine how
many provider ACP notes aligned with the documentation requirements for CMS
reimbursement, which type of note was utilized, and how many RVUs are associated with the
current ACP service code. These descriptive statistics were analyzed using Microsoft excel
program.
Ethics and Protection of Human Subjects
An application for review and approval of this project was submitted to the university and
health care organization’s Institutional Review Board. The university and the health care
organization’s IRB review board both determined that the proposed project does not meet the
definition of research and approved this quality improvement project (Appendix J). No patient
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identifiable information was collected. No physical, social, psychological, legal, or economic
threats to patients are associated with this project. As such, it is anticipated that the impact of the
project will pose minimal or no risk to participants. Only the project team had access to the data
for completion of this project. Data was stored on a password protected computer’s M drive, in a
locked, badge access only facility at all times. All members of the team have completed human
subjects’ protection training via the Collaborative Institute Training Initiative.
Budget
Project expenses were related to time spent meeting with team members and for
education and discussion during staff meetings. Time included discussion regarding ACP and
changes to billing and documentation, answering clinical staff questions, sending provider
surveys, and time spent manually auditing patient’s charts. The project manager time was
donated to the project site, as in-kind donation. Cost mitigating factors included the providers
ability to capture reimbursement for ACP services. The utilization of CPT codes eligible for
reimbursement was calculated and estimated to realize $5,037 in revenue. These factors
outweigh the total cost incurred by the organization and show an additional benefit to the
proposed project. Reimbursement for ACP has the potential to impact an organization in terms of
program sustainability and growth (Jones et al., 2016).
Results
The implementation strategy of this project was heavily focused on uncovering barriers to
documentation and developing a plan for evaluation of ACP documentation to gain a sense of
efficacy of interventions. Data measures were chosen from the framework developed by Proctor
et al., (2011) to evaluate the current state of ACP at HBPC. These measures were selected to
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capture adoption, fidelity, penetration, and cost. Results were obtained through both automated
and manual collection of ACP documentation notes and scanned documents.
Clinical Question 1
What are the perceived barriers to providing advance care planning services that meet
documentation requirements that meet CMS requirements for billing? A survey was
administered to a total of eleven providers (Appendix K). Six out of the eleven providers
completed the survey by the due date.
Survey Results. A major barrier cited by providers was lack of time to initiate and
discuss ACP conversations (37%), lack of training/resources to optimize billing for ACP code
use (25%), and trouble meeting documentation requirements (25%). The first barrier to
overcome is time. As the majority of providers cited lack of time during a visit to allow for ACP
conversations, it is evident that lack of time for ACP conversation needs to be addressed. The
survey also revealed a lack of staff knowledge regarding the criteria for utilization of billing
codes for ACP services. This was evidenced by a variety of staff questions in the comment box,
including questions regarding how to bill for ACP and E/M code for a physical examination. The
survey results are depicted in Appendix K.
Clinical Question 2
Does improving the structure and processes for documentation of advance care planning
services lead to an increase in the number of ACP documentation notes that meet requirements
for potential reimbursement?
A chart audit of all newly enrolled patients in November, December, and January took
place to locate a ACP note within the first 30 days of enrollment. Seven patients in January were
excluded from the audit as they did not have a documented ACP note. The criteria specified by
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CMS included, 1) a summary of the discussion regarding the voluntary nature of the discussion,
2) documentation regarding the explanation of advanced directives as well as a completion of
these forms when performed, 3) who was present during conversation, and 4) total time spent in
discussion during the visit.
ACP Documentation Results
Of the total number of ACP notes audited in November, December, and, January (n=89),
82 patient charts contained an ACP note within thirty days of enrollment. The data was collected
was from 82 patient charts because seven of the 89 newly enrolled patients did not have an ACP
note documented within the first 30 days of enrollment. Of the 82 notes, 20% (17 notes) included
all components necessary for proper CMS reimbursement (obtaining consent from patient, and
documentation of the time spent in face-to-face ACP discussion). Based on this chart analysis,
20% of the face-to-face encounters among newly enrolled patients included all documentation
requirements for utilization of ACP CPT codes in the months of November, December, and
January (Appendix L).
Results. Of the total number of ACP notes audited in November, December, and, January
(n=82), 17 of the 82 patients, or 20% of the total provider discussion notes utilized the structured
ACP template. These number reflects all newly enrolled patients in November, December, and
January. Over the three months of data collection, documentation of verbal consent and start/stop
time was documented 20% of the time. These key components of documentation were
consistently missing among providers notes each month, which directly contributed to the missed
opportunities related to reimbursement (Appendix M). The total number of newly enrolled
patients in November, December, and January was next analyzed for ACP billing code
utilization.
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ACP Billing Codes
As previously mentioned, CPT code 99497 can be billed for the first 30 minutes of the
encounter, which is billable at 16 minutes, and an add on code (99498) can be applied with each
additional thirty minutes (CMS, 2016). Of all newly enrolled patients in the months of
November, December, and January (n=89) 17 provider notes included all criteria necessary for
utilization of new CPT codes. Based on time documented within the ACP note, six notes met
criteria for add on code 99498, which corresponds to 30.9 RVUs or $1,231.65 of potential
financial reimbursement (CMS, 2018).
For the remaining 72 patient encounters with a documented face-to-face ACP discussion
that did not meet requirements for billing, one can estimate the missed opportunities for
capturing productivity and reimbursement. If sixteen minutes were documented in each of these
patient encounters, this would be authorized for billing code 99497 (1.50 RVU, or $81.55). This
would equate to $5,871 in potential revenue, and 108 associated RVUs.
Summary of Results
To summarize, 92% of newly enrolled patients had a documented ACP discussion with a
provider within one month of enrollment. This audit confirms that ACP discussion and
promotion is a significant priority in the patient care delivery. The structured ACP
documentation note template was used inconsistently by providers. Of note, when the structured
ACP template was utilized, it resulted in ACP notes that were eligible for billing 100% of the
time. However, 80% of documentation notes (n=72) lacked required components for application
of ACP billing codes. This represents a significant missed opportunity for greater RVU and
revenue for the delivery of ACP services.
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Clinical Question 3
Does tracking provider productivity motivate providers to meet documentation
requirements for advance care planning discussions?
Current evidence supports the initiative to provide audit and feedback to providers in
efforts to motivate providers to improve ACP documentation. Audit and feedback is the
summary of clinical performance data that allows clinicians to monitor, evaluate, and modify
behavior (Powell et al., 2015). Audit and feedback is most effective when baseline adherence to
recommended practice (utilizing standardized ACP note template) is low and feedback is
delivered intensely (Jamtvedt, Young, Kristoffersen, O’Brien, & Oxman, 2006, as cited in
Powell et al., 2015). Monthly audit and feedback to providers was performed at each operation
meetings in November, December, January, and February. This occurred in the form of the
addition of a pareto chart located in the staff meeting room. The original plan was to develop a
data dashboard embedded in the EHR. This change of plan is discussed in detail in the
limitations section, as a data dashboard was not implemented in the EHR.
Overall ACP Audit
To capture the overall state of ACP services, all ACP documents were audited among
patients currently enrolled in home based primary care (Appendix N). This audit had been
completed one year ago by a prior doctoral student and was be compared to the current audit.
Although the patient sample is different in the two audits, the results are reflective of the
improvement in the process for ACP at HBPC as evident by a statistically significant increase
(p=<0.001) in the number of patients with a valid DPOAH on file in 2019 compared to the
previous audit in 2018. All enrolled patient charts were audited to collect the following data
points: number of patients with documented resuscitation order; number of patients with
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resuscitation order matching statement in header, number of patients with do not resuscitate
(DNR) forms uploaded to the chart; number of patients with a validated DNR form, number of
patients with DPOAH forms uploaded to the chart; number of patients with a validated DPOAH
form, number of patients with activated DPOAH with proper incapacity form uploaded in EHR.
The results of a chi square test revealed with 95% confidence, a person enrolled in HBPC in the
year 2019 is 7.08 to 23.88 times more likely to have a valid DPOAH on file compared to a
patient in 2018. This supports an understanding that the current state of practice for ACP at
HBPC has improved over the last year.
Results from ACP Audit
Resuscitation Order. The overall ACP audit (Appendix N) was completed on December
15 through March 7, 2019. At that time, 96% of patients enrolled had a documented resuscitation
order listed in the electronic medical record (n=580). Full resuscitation was the documented wish
for 41% patients. This does not require a supporting document. Of the patients with a DNR code
status (n=320), 73% of patients had a valid DNR form uploaded, and 32% did not have a DNR
order uploaded. Partial code was documented for two patients which outlined specific wishes for
limitations on resuscitation. The resuscitation order of the remaining patients (n=20) was not
listed in the chart. Also of note, 14% of patients (n=86) had “prior” listed in the header in place
of code status. This flag in the EHR indicates that the patient has transitioned care settings (i.e.
inpatient to outpatient) and needs code status readdressed.
Durable Power of Attorney of Healthcare. Conversations regarding naming a durable
power of attorney of healthcare (DPOAH) is a significant component of ACP. This conversation
ensures that the patient has an advocate chosen to speak on their behalf when they become
incapacitated. Michigan legislation states that a valid DPAOH form must include the patient’s
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signature, two witness signatures with matching dates, and the patient advocate must sign in
acceptance of designation in order for the form to be valid. (Michigan Legislature, 2018).
Lastly, the DPOAH does not take effect until the patient is determined physically or mentally
incapacitated. The chart audit revealed that 64% of patients had a DPOAH document present in
the chart. Of those patients with a DPOAH on file, 96% were considered valid documents.
Activation of Durable Power of Attorney of Healthcare. Of all DPOAH documents,
37% have been activated in the EHR. To activate a DPOAH, the patient must be considered
legally incapacitated. Of the patients with an activated DPOAH, 95% had a corresponding
incapacity or guardianship form signed by a physician, and uploaded into the EHR.
The invalid DPOAH documents lacked proper patient advocate acceptance signatures (n=3),
witness signatures (n=4), missing pages (n=1), were expired guardianship documents (n=3) or
were financial in nature (n=2). These invalid documents accounted for 4% or 13 patients.
Summary of Results
It is clear that structure and process changes have led to an increase in the number of
ACP documentation notes that meet requirements for ACP billing codes and potential
reimbursement for ACP services. The utilization of the structured ACP template proved to be
significant in the ability for the provider to document an ACP conversation in a way that meets
requirements for billing. Each ACP note eligible for billing included the use of the structured
template. While the providers vary in preference of note taking, it is encouraged that each
provider is using the structured ACP template, as it captures all essential components of the ACP
conversation. The results of the overall ACP audit were given to organizational leaders, and all
team members, and compared to data gathered by a previous DNP student in January of 2018. As
the research suggests, ACP discussions have been correlated with higher rates of advance
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directive completion (Dube et al., 2015). This further supports the significance of the ACP audit
to occur on an annual, or semi-annual basis. The key stakeholders are now informed that team
members have made huge steps to address problems related to the ACP documents uploaded in
patient charts, and issues related to documentation of ACP conversations.
In regard to the overall state of ACP at HBPC compared to one year prior, there was only
one measure which was statistically significant. The most recent audit conducted reveals that
there has been a statistically significant (p<.0001) positive change in the number of patients with
valid durable power of attorney on file. Of those patients with a DPOAH on file, 96% were
considered valid documents, which is a significant improvement compared to 67% one year
prior.
Discussion
Providers at HBPC are contributing to quality health care provided to patients through
delivery of advance care planning services every day in practice. This component is significant
and is reflected in the documentation that was reviewed. The factors affecting documentation
process were first uncovered by a survey that indicated time and difficulty meeting
documentation requirement were two key barriers. The standardized note template was created to
aid in provider workflow and to help capture all components for billing. Further efforts are
needed to promote adoption into practice. There was an increase in quality ACP notes in
November, December, and January compared to the audit conducted in July 17- September 1,
2018.
The alternate methods of documentation revealed in the chart audit limit the ability to
capture all essential elements of a billable ACP conversation, which directly affects
reimbursement. There are multiple formats of ACP templates, and it was evident that each
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provider has a preference. The nature of an ACP conversation could also be contributing factor.
For example, a social worker starts the conversation, and a provider picks up where that social
worker left off with the patient. The documentation should fully reflect this continuous process,
using the standardized template. The use of a standardized note template for ACP documentation
is the preferred method to document and capture ACP conversations in a way that meets
requirements for CP billing codes.
The final clinical question addressed tracking provider productivity to motivate providers
to meet documentation requirements for advance care planning discussions. With the addition of
monthly audit and feedback to providers at each monthly meeting regarding a summary of ACP
performance data, it was assumed that provider motivation to optimize ACP documentation
would increase as performance data was available to providers. This implementation strategy
should continue to promote motivation for quality documentation by all providers.
The ACP documentation audit was valued by key stakeholders in the organization.
Despite the difference in the population of patients, the results of this project support a
significant improvement in the overall process for ACP. The ACP documentation has improved
compared with March 2018. In addition to the successful outcomes of the quality improvement
efforts, limitations were present.
Limitations
The first implementation strategy involved assessing the perceived barriers to proper
documentation for ACP. While this strategy provided insight to the project, the survey response
rate does not capture all perceptions of the providers at HBPC. Continuing to uncover and
address barriers to provider documentation is crucial to successful process change. A key
provider group involved in ACP directly are social workers. The survey did not include social
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workers, only nurse practitioners and physicians.
While the organization was able to begin tracking provider performance related to ACP
documentation, this quality measure has yet to be incorporated into the electronic health record.
It is currently a report that is generated and displayed at each monthly provider team meeting.
Implementing a dashboard in the EHR was not possible in the scope of this project, which limits
the visibility for providers to view their performance data. Another limitation of this project was
related to conflicting information from the insurance provider regarding the potential out of
pocket cost of billing for ACP services. The original message communicated to the clinical team
was incorrect, as the insurance provider decided that patients enrolled in HBPC would not be
subject to a co-pay. This expense was estimated to range from five to fifteen dollars. After this
final clarification was communicated to providers in February 2019, education was provided to
obtain verbal consent from the patient or advocate for each ACP conversation, however
providers would no longer need to inform the patient about any out of pocket expense related to
ACP conversations. This discrepancy in communication certainty posed a limitation to the
project, as providers verbally expressed reluctance to subjecting their patients to an additional
cost. This miscommunication could have affected the number of ACP notes that met
requirements for billing codes.
Implications for Practice
The continuous quality improvement interventions implemented in the scope of this
project add to the mission of HBPC. The mission of HBPC is to align patient care with patient
priorities. The chart audit of newly enrolled patients in the months of November, December, and
January revealed a significant theme. When providers at HBPC utilize the structured template,
located in the ACP Navigator, to document an ACP conversation, it allows for documentation

IMPROVING ADVANCE CARE PLANNING

36

that meets all requirements for billing. Until the standard note template is consistently being
utilized, the ability to capture reimbursement will be impacted.
Implications for future practice involves optimizing financial outcomes. Providers at
HBPC are delivering quality patient-centered care to frail older-adults that can no longer safely
leave their home. To properly capture the quality care being delivered, opportunities for greater
revenue, such as billing for ACP services, need to be maximized for the future of HBPC.
Reimbursement for ACP services would allow the organization to track this quality service and
report patient outcomes associated with these services. Provider productivity related to ACP
outcomes was not previously being captured, which is an important measure for any HBPC
organization particularly one in which there are limited patient volumes.
Increasing revenue is the overall financial implication for practice. If HBPC were to
undergo a change in payment structure in the future, a potential $5,871 in revenue could have
been realized for 72 ACP notes. Billing for ACP certainty has the potential to increase revenue
for organizations utilizing fee-for-service payment models. This HBPC program will not be
directly impacted financially due to the capitated agreement with the insurer. However, this is the
reason HBPC was selected as a pilot site. Other areas of the organization have recently began
adopting the standardized note template for ACP in hopes to properly document and capture
reimbursement for ACP services being provided to patients. HBPC has served as a site for new
initiatives, such as ACP implementation projects, with the ultimate goal of replicating to other
areas of the organization. As of February 2019, palliative care providers have received education
and standard work document regarding billing for ACP services.
In addition to financial implications, optimizing ACP documentation is directly in line
with the goal of HBPC. To facilitate a seamless process for end-of-life care, providers in all areas
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must document and capture ACP services in the EHR. When the patient care goals, end of life
wishes, and patient advocates are easily accessibly in one place in the EHR, this allows health
care providers the opportunity to deliver quality treatment that is aligned with the values of the
patient.
Project Strengths and Weakness
This quality improvement project utilized the PDSA cycle to improve the process of ACP
services and measure process changes. This project highlighted successful strategies and outlined
missed opportunities for additional reimbursement. Perceived barriers were identified and
measures were collected to evaluate the process of documentation for ACP. Another strength of
this project is the sustainability plan. The ACP workgroup committee is fully committed to
making ACP a priority outcome measure among HBPC. In addition to the acceptance from key
stakeholders, clinical team members have adopted interventions into daily workflow, as
evidenced by changes made during weekly meetings. The organizational leaders started
receiving monthly reports regarding the frequency of total ACP notes and proving this clinical
data to the team members. This allows for tracking of provider performance, which is significant.
As ACP conversations have been linked to an increase in rates of advance directive
completion, the chart analysis of all patients presently enrolled at HBPC was a major strength.
The chart analysis identified improvements made from the previously existing gaps in process
for documentation. This is a quality measure that needs to be obtained manually, which was
particularly time consuming. A future doctoral student has committed to completing and
updating this spread sheet as new patients are enrolled to HBPC.
All providers at HBPC receive ACP provider training using an evidence-based model.
However, a lack of provider knowledge could have contributed to the outcomes of this project.
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The knowledge, comfort, and skill with advance care planning conversations and proper billing
requirements, certainty varies with each individual provider. Lack of knowledge and skill could
lead to inadequate ACP conversations, which ultimately amounts to limited ACP documentation
among certain providers.
As this project entailed many quality improvement interventions that occurred over a
period of time, it is difficult to determine which strategies prove to be most significant in
increasing the rates of advance directive completion, and improving ACP documentation that
meets requirements for proper billing.
Sustainability
The results of this project will inform a sustainability plan to support an ongoing quality
improvement initiative. The standard work document is currently in practice, and has been
updated to reflect the changes in requirements for billing. A standard protocol serves as a
resource to the organization from prior doctoral student project. These materials were reassessed
and left for the organization to utilize for new providers and re-education purposes. Continuing
education is planned to educate current and future providers on the means to document ACP
services in a standardized format using the structured ACP template.
The ACP audit spread sheet created by the doctoral student was left and can be utilized in
the future for the organization to manage data collection on an annual or semi-annual basis. This
spread sheet has an updated patient list (N=580) and is crucial to maintain in order to understand
the impact of ACP efforts. The organization has leadership support from many platforms with
plans to continue ACP efforts beyond the time of April 2019. The practice manager agrees that
another PDSA cycle will begin with the planning phase, to revise and improve upon the
documentation practices of providers. This will begin with addressing provider barriers and
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additional education at monthly team meetings. The ACP workgroup are members at the
organization invested in the PDSA cycle to support continuous improvement and revisions.
Plan for Dissemination of Results
Starting in December 2018, the monthly ACP note audit of all newly enrolled patients
was emailed to key stakeholders. On March 11, 2019 and April 15, 2019, the results and
recommendations were disseminated during the operations meeting and again in the clinical team
meeting. A spreadsheet with data analysis was displayed, discussed, and given to the team in
paper format by the doctoral student. The next steps for dissemination will include a presentation
at the university, poster presentation at the organization, and finally, submission of the final
paper to Grand Valley State University for Scholar Works© publication.
Reflection on DNP Essentials
The AACN has outlined Essentials for doctoral education for advance nursing practice to
outline the competencies of the DNP degree (American Association of Colleges of Nursing
[AACN], 2006). The DNP scholarly project reflects the attainment of these essentials, which are
represented in the chart form (Appendix R).
Essential I: Scientific Underpinnings for Practice
Essential I: The first essential outlines the use science-based theories and concepts to
determine the nature and significance of health and health care delivery phenomena (AACN,
2006). The doctoral student applied implementation frameworks to evaluate current state of ACP
and created measures based on evidence from Proctor, 2011 to evaluate the efficacy of ACP in a
HBPC program. Evidence from the literature was thoroughly reviewed and applied to guide the
process of ACP.
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Essential II: Organization and Systems Leadership for Quality Improvement and Systems
Thinking
The DNP student applied an evidence based framework to assess readiness for practice
change. The doctoral student was able to identify the need for application of the PDSA cycle to
facilitate change. The quality improvement project also consisted of surveying staff and
providing education on the proper documentation practices to meet requirements for billing. A
project budget was created and cost-effectiveness was determined to be significant.
Essential III: Clinical Scholarship and Analytic Methods for Evidence-Based Practice
This essential emphasized the importance of critically analyzing and translating evidencebased research into practice (AACN, 2006). The doctoral student conducted an extensive
literature review before making recommendation for change. The current evidence supports
identify providing barriers to ACP, which was the first step in the planning phase.
Essential IV: Information Systems/Technology and Patient Care Technology for the
Improvement and Transformation of Health Care
The DNP student was able to utilize health information technology to evaluate and
monitor outcomes of care (AACN, 2006). Throughout the doctoral project, health information
technology was used to optimize knowledge related to care delivery. The EMR was extensively
used to extract data which informed the project. Standardizing the way ACP conversations are
documented was a major objective of the organization. This structured template was built into
the EHR and the doctoral student was able to recognize the importance of this process, as it
contributed directly to the outcomes. The doctoral student played a key role in data collection
and analysis, which served as the basis for guiding recommendations to improve the process for
documentation.
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Essential V: Health Care Policy for Advocacy in Health Care
Essential V reflects the importance of being able to critically analyze health policies and
health related issues and influence policy makers at all levels (AACN, 2006). The relationship to
health care delivery and policy is clear. Legislation directly affects the ability to bill and obtain
reimbursement for ACP services. The doctoral student read policy statements from Medicare
network and stayed up to date with changes. The doctoral student attended advocacy events to
inform policy makers on issues regarding nursing professional practice.
Essential VI: Interprofessional Collaboration for Improving Patient and Population Health
Outcomes
Utilizing effective communication skills to collaborate with interprofessional teams to
create health care change is essential (AACN, 2006). To facilitate the doctoral project, the
student met with the revenue cycle team to collaborate and develop mutual goals. During these
meetings, the standardized work document was revised among this team to reflect necessary
changes. The key stakeholders within the doctoral project team were made up of leaders from
multiple disciplines.
Essential VII: Clinical Prevention and Population Health for Improving the Nation’s
Health
The DNP student heavily relied on data analysis to inform the current state of the project
and to synthesize the concepts to promote care delivery models at HBPC. The project site serves
a vulnerable and frail population of patients. A key aspect of the quality care in this population is
providing ACP services.
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Essential VIII: Advanced Nursing Practice
Finally, Essential VIII describes the role of the DNP student as an advance practice nurse
(AACN, 2006). To demonstrate further levels of clinical expertise in advance care planning, the
doctoral student attended an additional educational session. This knowledge on engaging patients
in advance care planning helped inform the doctoral project. Additional time was spent treating
geriatric populations and patients facing end of life discussions in a palliative care setting. These
additional specialty hours informed the doctoral project.
Conclusion
Home based primary care (HBPC) is committed to improving quality care through
providing patients an opportunity to convey their wishes at end of life. The ultimate goal of this
project was to promote ACP conversations by providers at HBPC, while optimizing
documentation to increase the number of quality ACP notes that meet CMS requirements for
potential reimbursement. The chart audit of provider notes in November, December, and January
highlighted the significant benefits (capturing provider productivity, delivering quality care to
patients) and missed opportunities related to appropriately documenting ACP services.
Capturing quality and provider productivity is particularly important at an organization
such as HBPC. With the addition of the standardized template for ACP, the practice was able to
measure and provide feedback on the productivity of each provider’s ACP documentation notes.
This feedback to providers not only allows for proper tracking of quality services, but also aids
to motivate providers in the practice to document ACP services in a standardized way. These
productivity measures allow the organization leaders to appreciate provider productivity and to
capture more relative value units (RVUs) for each patient visit. The project demonstrated a
significant opportunity to increase reimbursement for ACP services.
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The outcomes of the overall chart audit focused on completion of valid ACP documents.
This audit demonstrated a significant improvement in number of patients with a completed and
valid document naming a health care advocate on file. This highlights the overall improvements
made in adapting the process for advance care planning at HBPC. The practice now has a
significantly higher number of patients with valid DPOAH documentation on file.
Advance care planning gives a voice to patients who are unable to make medical
decisions, which is supported in the evidence to ensure patient’s wishes are known and respected
and to reduce stress and anxiety (Detering, Hancock, Reade, & Silvester (2010). Results of this
project promoted the use of a coordinated, systematic, and patient centered approach to improve
the overall outcomes for patients, a HBPC practice, and the organization at large.
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Appendix A
Description of CPT Codes
CPT
Code

Description

99497 “Advance care planning including the explanation and
discussion of advance directives such as standard forms
(with completion of such forms, when performed), by the
physician or other qualified health care professional; first
30 minutes, face-to-face with the patient, family
member(s), and/or surrogate”
99498 “Advance care planning including the explanation and
discussion of advance directives such as standard forms
(with completion of such forms, when performed), by the
physician or other qualified health care professional; each
additional 30 minutes (list separately in addition to code
for primary procedure)”

Relative
Value Units
(RVUs)
1.50

Estimated
Reimbursement

1.40

$71.02

Table 1. Medicare Learning Network. (2016). Advance care planning. Retrieved from
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-NetworkMLN/MLNProducts/Downloads/AdvanceCarePlanning.pdf.

$81.55
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Appendix B
Documentation Requirements
I.

Documentation Requirements
a. Will vary based on source
b. CMS (2016) suggests:
i. A summary of the discussion with the beneficiary or family members
regarding the voluntary nature of the discussion (i.e. declaration of verbal
consent)
ii. Documentation regarding the explanation of advanced directives as well
as a completion of these forms when performed (however not required)
iii. Who was present
iv. Time spent in discussion during the face-to-face encounter (which must be
differentiated from the counseling/coordination time for the E/M code, if
applicable)
c. No specific diagnosis is required for ACP codes to be billed, but would be
appropriate to report on the disease or conditions that is being counseled on with
the patient (Medicare Learning Network, 2016)
d. Should consult Medicare Administrative Contractors

II.

Provider, Beneficiary, and Location Eligibility
a. Provider Eligibility
i. Can be billed by physicians and non-physician practitioners including
nurse practitioners, physician assistants, and clinical nurse specialists
(Jones, Acevedo, Bull & Kamal, 2016)
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1. “Incident to” services apply
b. Beneficiary Eligibility
i. Medicare waives both the coinsurance and the Medicare Part D deductive
for ACP when it is provided during the Medicare Annual Wellness Visit
(Medicare Learning Network, 2016)
ii. Have no frequency limits
(i.e. There are no limits to the number of times ACP can be reported in a
certain timeframe. However, documentation should reflect a change in the
patient’s health status and/or wishes regarding goals of care.) (Medicare
Learning Network, 2016)
c. Location Eligibility
i. No place-of-service limits; can be billed in both facility and non-facility
locations and is not limited to a specific specialty (Medicare Learning
Network, 2016)
ii. Can be billed with an evaluation and management (E/M) code, or as a
stand-alone code (Medicare Learning Network, 2016)

McCloskey, E. M. (2018). Increasing Post-Acute and Long-Term Care Coding for Advance
Care (Doctoral project). Retrieved
from https://scholarworks.gvsu.edu/kcon_doctoralprojects/44/

IMPROVING ADVANCE CARE PLANNING

52

Appendix C
The Burke-Litwin Model of Organizational Performance and Change

Figure 2. A model of organizational performance and change. Reprinted from “A Causal Model
of Organizational Performance and Change,” by W. W. Burke and G. H. Litwin, 1992,
Journal of Management, 18(3), 528. Copyright 1992 by Southern Management
Association.

IMPROVING ADVANCE CARE PLANNING

53

Appendix D
SWOT Analysis
•
•
•
•
•
•
•
•

Strengths
Support from management
Employees open for change
Small workforce
EHR capabilities to document billing
and coding
Opportunities
Increase use of coding for advance
care planning
Potential to capture higher levels of
RVUs for providers
Evidence supports improved patient
outcomes

•
•

•
•
•

Weaknesses
Variable work sites
Increased workload, especially for
billing department

Threats
Increased workload
Not all providers typically involved in
advance care planning are able to bill
for the new codes
Specific requirements to bill for the
codes
o Barriers to advance care
planning service codes
o Not covered by all insurance
providers
o Need for informed consent
from patient
o Potential for patient copay/deductible
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ACP Standard Note Template

Start Time: ***
Stop Time: ***
Length of Conversation *** (minutes)
Location of Conversation:
•

Patient Goals:

•

Hopes:

•

Patient Worries/Fears:

•

Unacceptable Outcomes:

Present for conversation:
Total time spent in conversation outside the E/M Service:
Patient agreed to participate in conversation:
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Appendix F
Summary of Evidence

Author (Year)
Purpose
Tsai & Taylor (2018)

Design (N)
Multimethod Study.

To examined the US
Medicare program
new reimbursement
for advance care
planning that began in
January 2016.

Authors surveyed 493
clinicians in a large
academic medical
center.

BrinkmanStoppelenburg,
Rietjens, van der
Heide
(2014)

Systematic Review of
113 studies

Examine the effects of
advance care planning
and gain insight in the

Inclusion Criteria

Intervention vs
Comparison

N/A (report)
ACP billing vs not
billing

Results

Conclusion

Clinicians are open to
using the reimbursement
codes.

It does not appear that
Medicare’s
reimbursement of
ACP has made a
significant, direct
impact on ACP billing
or practice during the
policy’s first 90 days.
Policy could have
more impact as its
existence becomes
more widely known.
Barriers to ACP that
we identify should be
addressed directly to
expand the use of
ACP.

Barriers such as low
visibility and
documentation make it
difficult for clinicians to
bill for ACP.

Then conducted semistructured interviews
with 28 physicians.

113 were included
DNR order
AD on file
ACP

Variety of outcome
measures
-

For each study, the level
of evidence was graded.
Most studies were
observational (95%),
originated from the
United States (81%) and
were performed in
hospitals (49%) or
nursing homes (32%).

The effects of
different types of
advance care planning
have been studied in
various settings and
populations using
different outcome
measures. There is
evidence that advance
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effectiveness of
different types of
advance care planning.

Bond et al., (2018).

Case–control study

Authors examined the
association of
outpatient ACP with
advance directive
documentation rates,
utilization, and costs
in a cohort of patients
who died compared to
matched controls

N= 325 (ACP group)

Medicare
beneficiaries with
documented ACP
discussion

N=325 (control)
The presence of
advance directive
forms was verified by
chart review.
Cost analysis
included
all utilization and
costs billed to
Medicare.

Adequate pre-ACP
data

Patients with ACP
documentation vs.
Control group

Do-not-resuscitate orders
(39%) and written
advance directives (34%)
were most often studied.
Advance care planning
was often found to
decrease life-sustaining
treatment, increase use of
hospice and palliative
care and prevent
hospitalization. Complex
advance care planning
interventions seem to
increase compliance with
patients' end-of-life
wishes.

care planning
positively impacts the
quality of end-of-life
care. Complex
advance care planning
interventions may be
more effective in
meeting patients'
preferences than
written documents
alone. More studies
are needed with an
experimental design,
in different settings,
including the
community.

Adjusted results showed
ACP cases had fewer
inpatient admissions

ACP increases
documentation and
was associated with a
reduction in overall
costs driven primarily
by a reduction in
inpatient utilization.

Adjusted costs were
$9,500 lower in the ACP
group (95% CI)
The presence of advance
directive forms was
verified by chart review.
ACP cases had fewer
inpatient admissions

Limitations: Our data
set was limited by
small numbers of
minorities and cancer
patients.
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Ahluwalia (2015)
Sought to characterize
barriers and strategies
for realizing an
iterative model of
ACP patient-provider
communication.

Yadav et al., (2017)
Determine how many
US adults have
completed advanced
directives

Chen et al., (2015)

2 multidisciplinary
focus groups and 3
semi-structured
interviews with 20
providers
Thematic analysis
was employed to
identify themes.

Providers survey at
a large Veterans
Affairs

N/A (Survey)

Barriers included
variation among
providers in approaches
to ACP, lack of useful
information about patient
values to guide decision
making, and ineffective
communication between
providers across settings.
Strategies included
eliciting patient values
rather than specific
treatment choices and an
increased role for primary
care in the ACP process.

Greater attention to
connecting providers
across the continuum,
maximizing the
potential of the
electronic health
record, and linking
patient experiences to
their values may help
to connect ACP
communication across
the continuum.

Any type of
Advanced directive
completed vs never
completed

Among the 795,909
people in the 150 studies
analyzed, 36.7 percent
had completed an
advance directive,
including 29.3 percent
with living wills.

Low rates of advanced
directives should
motivate completion
of advance directives,
particularly among
those people most
likely to benefit from
having these
documents on record.

Patients in the
control group
continued with their
usual, standard care
through primary
care visits vs. in

Advanced care directive
was completed more
often in the intervention
group (98%) as compared
to controls (31%), with
p<0.001.

Home-Based
Palliative care
supports completion of
advanced directives
and decreases
admission to hospital

A snowball
sampling approach
was employed to
identify additional
participants.
Interested
participants selfselected
the most
convenient focus
group to attend.

Systematic review
and meta-analysis of
150 articles

English, published
in a peer-reviewed
journal, US adults
(ages eighteen and
N= 795,909 US adults older), and report
original data on
advance directive
completion at the
patient level.

Retrospective pilot
cohort study of
Evaluate inpatient
patients enrolled in
hospital utilization and the Palliative Care
the adequacy of
Homebound Program
advance care planning
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Patients enrolled in
the PCHP from
September 2012 to
March 2013 were
identified through
the Mayo Clinic
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in patients who
receive home-based
palliative care.

Houben et al.,(2014).

homebound, high
risk, and frail
individuals with
life-limiting
illnesses
Systematic review
and meta-analyses.

To systematically
review the efficacy of
advance care planning
(ACP) interventions in
different adult patient
populations.

Weathers et al., (2016) Systematic Review of
This systematic
9 RCTs
review examines the
impact of ACP on
N=3646 Age 72-88
several outcomes in

58
home based
palliative care

The average number of
hospital admissions was
1.36 per patient for
controls versus 0.35 in
the PCHP (p < 0.001).

Randomized
controlled trials
that describe
original data on the
efficacy of ACP
interventions in
adult populations
and were written in
English.

ACP=intervention

Interventions focusing on
advance directives as
well as interventions that
also included
communication about
end-of-life care increased
the completion of
advance directives and
the occurrence of end-oflife care discussions
between patients and
healthcare professionals.

adults (>65 years)
across all
healthcare settings.
ACP intervention

ACP=Intervention

There was evidence that
ACP interventions
decreased hospitalization
and use of resources,
increased patient and
family satisfaction with
care and increased the
use of

Searches of the
CINAHL, PubMed
and Cochrane
databases.

ACP interventions
increase the
completion of advance
directives, occurrence
of discussions about
ACP, concordance
between preferences
for care and delivered
care, and are likely to
improve other
outcomes for patients
and their loved ones in
different adult
populations
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Detering, Hancock,
Read, & Silvester
(2010) To investigate
the impact of advance
care planning on end
of life care in elderly
patients.

Randomized Control
Trial
N=309

Adults over age 80

59

Usual care vs. ACP

End of life wishes were
much more likely to be
known and followed in
the intervention group
(25/29, 86%) compared
with the control group
(8/27, 30%; P<0.001).
In the intervention group,
family members of
patients who died had
significantly less stress
(intervention 5, control
15; P<0.001), anxiety
(intervention 0, control 3;
P=0.02), and depression
(intervention 0, control 5;
P=0.002) than those of
the control patients.
Patient and family
satisfaction was higher in
the intervention group.

Stanhope et al., (2012)
The effects of homebased primary care
on Medicare Costs

A matched cohort
study of 253 enrollees
in HBPC

Enrolled in HBPC
between September
2012 and September
2014
Based on
characteristics at the
date of enrollment
against a larger
population observed at

Intervention=HBPC Comparisons of costs and
mortality rates were made
model of care
Vs. Control group

between HBPC participants
and controls
During the follow- up period,
at 12 months HBPC
participants showed increased costs relative to

Advance care planning
improves end of life
care and patient and
family satisfaction and
reduces stress, anxiety,
and depression in
surviving relatives.
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times of physician
visits

matched controls ($2933, or
$244 per month).
At 24 months, HBPC
participants showed savings of
$8620 ($359 per month)
relative to controls.

Lund, S., Richardson, An explanatory
A., & May, C. (2015). systematic review of
qualitative
implementation
To investigate barriers studies.
and facilitators to the
implementation of
ACPs, focusing on
their workability and
integration in clinical
practice.

inclusion criterion
for the review was
that papers should
report the
implementation of
interventions
intended to support
Advance Care
Planning in
healthcare settings

Barriers vs
facilitators

Healthcare provider
organizations need to find
ways to make clear their
commitment to
identifying, recording,
sharing and acting upon
patient preferences and to
explicitly embed these
commitments in their
own clinical governance
procedures.

The findings of this
review suggest that the
interventions the most
likely to facilitate
ACPs are those that
will equip front line
professionals to
manage both the
interactional processes
and procedural
activities involved,
and will provide them
with a structured
framework for action.
The workability of
ACPs is likely to be
increased if the
conversations that
underpin them can be
focused on a
simplified decisionmaking tool.
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Dube, M., McCarron,
A., & Nannini, A.
(2015).

This study used a
quantitative
nonexperimental
descriptive design.

A total of 160
responses were
returned for a
response rate of
13%.
The dependent
variables of how
often NPs were
having ACP
discussions with
patients and families
were grouped
according to reported
fre- quency of
discussions.

61
Survey to address
barriers and
facilitates to ACP
discussions

The median scores of
systems factors did differ
among all the NP groups (P
< .05). The NPs who were
never having discussions
with patients or fam- ilies
reported systems factors to
be a barrier, whereas those
always having discussions
did not feel that systems
factors were a barrier.

Lack of provider
knowledge, practice
setting barriers,
Without a specific
diagnosis code
associated with ACP and
with complex patient
issues that must be
managed during routine
visits, ACP discussions
may not be a priority
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Appendix G – PRISMA Diagram

Figure 3. Adapted from Moher, D., Liberati, A., Tetzlaff, K., & Altman, D.G. The PRISMA
Group (2009). Preferred reporting items for systematic and meta-analyses: The PRISMAStatement. PLoS Med 6(7) doi:10.1371/journal.pmed1000097
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Appendix H
Plan-Do-Study-Act (PDSA)

ACT

PLAN

*Re-Educate
*Track Performance

*Identify Barriers

*Update to the standard
work document

*Provide Education

*Standard Work
*Add EHR Support Tools

STUDY

DO

*Perform chart Audits

*Pilot ACP billing
*Allow Providers to
Document

Figure 4. Adapted from Plan-Do-Study-Act. Cambridge, Massachusetts: Institute for Healthcare
Improvement, 2016
http://www.ihi.org/resources/Pages/Tools/PlanDoStudyActWorksheet.aspx
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Appendix I
Financial Operating Plan

Doctor of Nursing Practice Project Financial
Operating Plan
Revenue
In-kind donation
Team Members:
Physicans
Nurse Practitoners
Practice Manager
Directior of Clinical Operations
Billing Department
Revenue Cycle Analyst
Quality Improvement
Coding Department
Statistician
Revenue Source: RVU **
TOTAL INCOME
Expenses
Team Member Time:
Physicans (1)
Nurse Practitoners (2)
Practice Manager (3)
Directior of Clinical Operations (4)
Directior of Clinical Operations (5)
Revenue Cycle Analyst (6)
Quality Improvement (7)
Coding Department (8)
Statistician (9)
TOTAL EXPENSES

$

20,000.00

$

0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
0.00
5,037.50
25,037.50

Table 1
Project Member
Physician
Nurse Practitoners
Practice Manager
Practice Manager
Directior of Clinical Operations
Billing Department
Revenue Cycle Analyst
Quality Improvement
Coding Department

$
$
$
$
$
$
$
$
$

Hourly Rate
93.27
49.33
33.46
38.66
18.75
22.75
41.80
23.89
25.07

Annual Salary
$
194,002
$
102,606
$
69,597
$
80,413
$
39,000
$
47,320
$
86,944
$
49,691
$
52,146

Table 2
CPT Code
99497
99498

Estimated
Reimbursement
81.55
71.02

Qty
40
25

Total
Reimbursement
$3,262.00
$1,775.50
$5,037.50

$

$

279.81
295.98
334.60
386.60
37.50
113.75
83.60
358.35
50.14
1,940.33

1.
2.
3.

4.

5.

6.

Net Operating Plan

# of Hours
3
6
10
10
2
5
2
15
2

$

23,097.17

Notes:
** Revenue Source: RVU calculated based on projected
CPT code utilization; see Table 2.

7.

8.

9.

Salary.com [2018]. Physician Salary Retrieved from
https://www1.salary.com/MI/Grand-Rapids/family-physician-Salary.html
Salary.com [2018]. Salary for Nurse Practitioner. Retrieved from
https://www1.salary.com/MI/Grand-Rapids/Nurse-Practitioner-Salary.html
Salary.com [2018]. Salary for Practice Manager. Retrieved from
https://www1.salary.com/MI/Grand-Rapids/Practice-Manager-HomeCare-Salary.html
Salary.com [2018]. Salary for Michigan Operations Director. Retrieved
from https://www1.salary.com/MI/Grand-Rapids/Operations-DirectorSalary.html
Salary.com [2018]. Salary for Medical billing specialist Retrieved from:
https://www1.salary.com/MI/Grand-Rapids/Medical-Billing-SpecialistSalary.html
Salary.com [2018]. Revenue Cycle Analyst: Retrieved from
https://www1.salary.com/MI/Grand-Rapids/Revenue-Analyst-ISalary.html
Salary.com [2018]. Quality Improvement Director salary. Retrieved from:
https://www1.salary.com/MI/Grand-Rapids/Quality-ImprovementDirector-Healthcare-Salary.html
Salary.com [2018]. Medical Records Coding Technician Salary. Retrieved
from https://www1.salary.com/MI/Grand-Rapids/Medical-RecordsCoding-Technician-Salary.html
Salary.com [2018]. Statistician I Salary. Retrieved from
https://www1.salary.com/MI/Grand-Rapids/Statistician-I-Salary.html
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Appendix J
IRB Determination

Human Research Protection Program
Office of the Institutional Review Board
100 Michigan NE, MC 038
Grand Rapids, MI 49503
616.486.2031
irb@spectrumhealth.org
www.spectrumhealth.org

NON HUMAN RESEARCH DETERMINATION
July 24, 2018
Emily A Radtke, DNP Student
Spectrum Health
100 Michigan Street, NE
Grand Rapids, MI 49503
SH IRB#: 2018-222
PROTOCOL TITLE: An evaluation of billing practices for advanced care planning services in
outpatient primary care setting
Dear Miss Radtke,
On July 24, 2018, the above referenced project was reviewed. It was determined that the proposed
activity does not meet the definition of research as defined by DHHS or FDA.
Therefore, approval by Spectrum Health IRB is not required. This determination applies only to the
activities described in the IRB submission and does not apply if changes are made. If changes are
made and there are questions about whether these activities are research involving human subjects,
please submit a new request to the IRB for a determination.
A quality improvement project may seek publication. Intent to publish alone is insufficient criterion for
determining whether a quality improvement activity involves human subject research. However,
please be aware when presenting or publishing the collected data that it is presented as a quality
improvement project and not as research.
Please be advised, this determination letter is limited to IRB review. It is your responsibility to
ensure all necessary institutional permissions are obtained prior to beginning this project. This
includes, but is not limited to, ensuring all contracts have been executed, any necessary Data Use
Agreements and Material Transfer Agreements have been signed, documentation of support from
the Department Chief has been obtained, and any other outstanding items are completed (i.e. CMS
device coverage approval letters, material shipment arrangements, etc.).
Your project will remain on file with the Office of the IRB, but only for purposes of tracking research
efforts within the Spectrum Health system. If you should have questions regarding the status of your
project, please contact the Office of the IRB at 616-486-2031 or email irb@spectrumhealth.org.
Sincerely,

Jeffrey Jones MD
Chair, Spectrum Health IRB
cc: Quality Specialist
Page 1 of 1

HRP-524
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Provider Survey with Results
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Appendix L
Penetration: ACP Documentation Results

Newly enrolled patients with documentation of ACP Discussion within first 30 days of
enrollment (n=89)

Utilization of ACP Structured Template (n=89)
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Appendix M
Fidelity: Missing Components from ACP Notes (n=89)

Verbal Consent Obtained
25
20
15
10
5
0
November

December
Yes

January

No

Documentation of Start/Stop time
25
20
15
10
5
0
November

December
Yes

No

January
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Appendix N
Current State of Advance Care Planning

Code Status

DNR

4%
41%

Valid DNR Order

55%

FULL
Unknown

30%
70%

Yes
No
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Appendix O
Data Measurements
Outcome
Penetration

Adoption

Adoption

Measurement
% of newly enrolled patients with
documentation of ACP Discussion
within first 30 days of enrollment

Data Location
Review of ACP note
& progress note

Method
Manual

Collector
Doctoral Student

%of newly enrolled patients with ACP
notes utilizing Structured ACP
Template

Review of ACP note
& progress note

Manual

Doctoral Student

Total number of ACP notes meeting
billing criteria for utilization of new
CPT codes

Review of ACP note
& progress note

Manual

Doctoral Student

Review of ACP Note
and Media

Manual

Doctoral Student

Review of
documents uploaded
into the ACP
Navigator
Review of ACP note
& progress note

Manual

Doctoral Student

Manual
Calculation

Doctoral Student

Manual
Calculation

Doctoral Student

DPOA Validated
Valid Resuscitation order

Fidelity

Missing components from ACP Note

Cost

Estimated Reimbursement for CPT
codes 99497, 99498

Cost

Missed Opportunities for Billing

Provider
Documentation
Notes

Adapted from “Outcomes for implementation research: Conceptual distinctions, measurement challenges, and
research agenda” by Proctor, E., Silmere, H., Raghavan, R., Hovmand, P., Aarons, G., Bunger, A. ... Hensley,
M. (2011). Administration and Policy in Mental Health and Mental Health Services Research, (38) 65-76.
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Appendix P
Timeline for Project Implementation
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Appendix Q
Letter of Support
Regarding: Permission to Conduct DNP project at Home Based Primary Care
To Whom It May Concern:
Emily Radtke is a Doctor of Nursing Practice (DNP) Student at Grand Valley State University.
She will be conducting quality improvement project as part of her studies.
This project entails evaluating current and desired state of practice for billing for advance care
planning services. To determine the financial impact in which two new billing codes have on
reimbursement.
Emily will conduct a chart audit to assess provider documentation of current use of ACP CPT
codes (99497) and (99498) among providers at home based primary care. A cost-benefit analysis
will be conducted to quantify changes in potential and realized reimbursement pre-and postutilization of codes.

I will serve as a mentor for Emily Radtke as she completes this project through April 2019.

Sincerely,
Dr. Iris Boettcher, M.D
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Appendix R
DNP Essential Reflection
DNP Essential

Enactment of DNP Essential

I. Scientific Underpinnings for Practice

•
•
•

Applied implementation frameworks (PDSA and Proctors) to
evaluate current state of ACP
Created measures based on evidence based toolkit to provide
advanced strategies and communication techniques
Use science-based theories and concepts to determine the nature and
significance of health and health care delivery phenomena

II. Organization and Systems Leadership for
Quality Improvement and Systems Thinking

•

Utilized principles in business and finance to develop a program
budget and perform a pre-post cost-savings analysis with statistical
analysis

III. Clinical Scholarship and Analytical
Methods for Evidence- Based Practice

•

Demonstrate the conceptual ability and technical skills to develop
and execute an evaluation plan involving data extraction from
practice information systems and databases.

IV. Information System/Technology and
Patient Care Technology for the Improvement
and Transformation of Health Care

•

Collect data from electronic health record to inform quality
improvement
Use information technology and research methods appropriately to
examine patterns of behavior and outcomes
Understand the development of a smart phrase in the electronic
health record to standardize documentation for ACP services

•
•

V. Health Care Policy for Advocacy in Health
Care

•
•
•

Attend policy summit in Washington D.C
Influenced policy makers and advocated for the nursing profession
by attending Michigan Council for Nurse Practitioners Advocacy
Day in Lansing
Critically analyze health policy proposals, health policies, and
related issues from the perspective of consumers, nursing, other
health professions, and other stakeholders in policy and public
forums.

VI. Interprofessional Collaboration for
Improving Patient and Population Outcomes

•

Meetings with ACP workgroup, and billing specialist, to enhance
leadership skills to strengthen practice and health care delivery

VIII. Advanced Nursing Practice

•
•
•

450 hours in primary care
Shadow provider in specialty areas geriatric and palliative care
100 hours in a specialty office to develop and demonstrate advanced
levels of clinical thinking, judgment, and accountability to evidencebased interventions
Attended provider educational session on advance care planning
Shared Decision Making in Serious Illness provider class

•
•

